Introduction
The purpose of this paper is to show that, however varied and complex seizures arising in the temporal lobes may be, there are many features in the clinical picture which are sufficiently characteristic to suggest the correct diagnosis. This diagnosis has become of increasing importance from the point of view of management and treatment; partly because temporal lobe epilepsy may be the presenting symptom of some underlying lesion such as a tumour, and partly because medical treatment presents particular problems of its own. However, it is the bizarre form which these attacks may take that often leads to difficulties in diagnosis.
The attacks often take unusual forms owing to the complex functions of the temporal cortex and not to any fundamental difference from other types of focal epilepsy. The term psychomotor epilepsy is frequently used to describe seizures of this kind, but epilepsy arising in other parts of the cortex or even from the diencephalon, may also be classified under this heading. This will be especially so if the fits are associated with automatism and therefore the term cannot be considered sufficiently specific. The same criticism may be applied to such terms as 'epilepticequivalents,' 'psychic variants,' and 'ictal automatism.' In many patients with this type of epilepsy the electro-encephalogram will show at one time or another that the attacks are associated with electrical discharges from one or other temporal lobe and in some a definite lesion will be demonstrated in this part of the cortex. As in other types of focal epilepsy the discharge may remain confined to a small area or spread widely. In the former case the nature of the attack will tend to bear some relation to the normal function of the area of the cortex involved and in the latter, if the spread is not too rapid, there may be an' aura' preceding a generalized convulsion which gives a similar clue to the site of the origin of the disturbance.
In any focal 
'ePJ--- If it is concluded that the patient is suffering from epilepsy, the site of origin of the fits has still to be decided upon. The distinction between the ' pseudo-lapses ' of temporal lobe origin and petit mal has already been mentioned. Petit mal status is another condition which can cause prolonged periods of confusion associated with automatic behaviour. However, it is almost confined to children among whom temporal lobe attacks are relatively rare. Automatism occasionally occurs in epileptic fits arising in other parts of the cortex, especially the frontal lobes, but this is such a rare occurrence that it seldom adds to the difficulties of diagnosis. It must also be stressed that patients with temporal lobe epilepsy may present with only grand mal, although a history may be obtained later from a witness of some episodes preceding the generalized convulsions that would suggest the attacks had a focal origin in the temporal lobes. It is well known that the patient's memory of the aura of these attacks may quickly fade and if they can be questioned within an hour or so of a fit they may be able to recall details of considerable diagnostic import.
There are other small points in the clinical history which may help in diagnosis. As Temporal lobe epilepsy tends to be commoner among adults but may occur at any age. As with other types offocal epilepsy it will often be symptomatic of some underlying disease, so that if for instance 'minor' epileptic. attacks occur after cerebral trauma, one should always suspect the possibility of temporal lobe epilepsy even in a very young child. Occasionally more than one member of a family may suffer from this type of epilepsy, when even the exact pattern of the fit may be repeated in two or more relatives. Genetic factors may play a part but birth injuries in siblings are not uncommon if the mother's pelvis is deformed in any way.
In the majority of cases the diagnosis of these fits will be made on the clinical history but when for one reason or another this is inadequate, special investigations are often of value. This is particularly true of the electro-encephalogram, which may be of mQre help in this kind of epilepsy than in most others. The specific seizure discharge is the occurrence of well marked focal abnormalities in the temporal regions. These may consist of irregular slow waves or of random spikes and sharp waves. However, the record taken when the patient is awake is frequently normal or it may only show a non-specific dysrhythmia, and then it will be necessary to try the effect of various methods of activation. The injection of substances like bemegride (megimide) may bring out focal abnormalities but the procedure of most value is to take an electro-encephalogram while the patient is going to sleep and during a period of deep sleep (Gibbs and Gibbs, 1947) . Spikes and other focal abnormalities may then appear, most frequently as the patient becomes drowsy, but sometimes only when he is in a deep sleep (Fig. I) (Jones, I95I). It is therefore necessary to keep patients under close observation while on this drug, the average dose of which is 6 g. a day for an adult. Finally, if the attacks have not responded to any of these methods of treatment it is worth-while trying the effect of phenacetylurea. This may be used alone or in combination with any of the other anticonvulsants which may have already been found to be of some help. It also has dangerous side-effects and deaths have occurred from hepatitis and aplastic anaemia (Liversedge et al., I952), (Simpson et al., 1950) . Therefore, as with any other potentially dangerous drug, the patients should be warned to, report any illness, but especially any gastro-intestinal upset, and to stop the tablets if they are unable to see a doctor immediately. Routine blood counts may show
